
REFRACTIVE EYE SURGERY SCREENING FORM 
 

Patient Name: _________________________ Rank: _______ SSN: _____________________ 

Unit: __________________ (MOS): __________  

Phone: (W)_____________ (H)______________ 
Age:  ________  Date: __________________________   

Contact Lens History: ________________________________________________   

NOTE:  CONTACT LENSES MUST BE OUT FOR TWO WEEKS BEFORE THE PRE-OP 
EXAMINATION. 
 
EXCLUDE patients with a “YES” answer to any of the following: 
• History of keratoconus?    Yes/No 
• Pregnant or nursing?   Yes/No/NA 
• Change in refraction MORE than 0.50 Diopters in the past year?  Yes/No 
 
PATIENTS SHOULD FIT ONE OF THE FOLLOWING REFRACTIONS: 
• Myopia:  -1.0 to –10.00 diopters  
• Myopia with Astigmatism:  0 to –10.00D myopia up to 4.00D astigmatism 
• Hyperopia (symptomatic!):  +1.0 to +6.0 D with no more than 4.00D of astigmatism 
 
1. SOLDIERS MUST HAVE WRITTEN PERMISSION FROM THEIR COMMANDER TO GET 

THIS SURGERY.  SOLDIER WILL BE NON-DEPLOYABLE FOR UPTO 90 DAYS AFTER 
SURGERY, TYPICALLY 30 DAYS. 

2. THE SOLDIER MUST HAVE A MINIMUM OF 18 MONTHS ACTIVE DUTY SERVICE 
COMMITMENT FROM THE TIME OF SURGERY. 

3. SPECIAL OPERATIONS SOLDIERS MAY GET PRK BUT NOT LASIK, PER DIRECTION OF 
THE USASOC SURGEON.  SPECIAL OPS SOLDIERS HAVE PRIORITY FOR PRK. 

4. PRK PATIENTS WILL NOT PARACHUTE, DRIVE MILITARY VEHICLES, OR PARTICIPATE 
IN NIGHT OPERATIONS FOR 30 DAYS AFTER SURGERY. 

5. LASIK PATIENTS MAY NOT PARACHUTE FOR 1 MONTH AND MUST WEAR PROTECTIVE 
EYEWEAR FOR THE FIRST MONTH POST-OP WHEN IN THE FIELD. 

6. NATIONAL GUARD AND RESERVES ARE NOT ELIGIBLE FOR TREATMENT UNDER THE 
WRESP. 

 
     OD    OS 
 
1.  Current Glasses Rx    _________ - _________ x _____         _________ - ________ x _____  
      (REQUIRED) 
2.  Manifest Refraction   _________ - _________ x _____        __________ - ________ x _____ 
    (if performed) 
3.  Best Corrected VA   20/______    20/______ 
 
 
FAX THIS FORM TO THE WALTER REED CENTER FOR REFRACTIVE 
SURGERY-  
FAX: 202-782-4653; Phone: 202-782-0202 
 
 
 

Examining Provider: ______________________________ 


